examined post mortem the lung has been found to be smaller than normal; often the lower lobe is stunted. In only three of the forty five cases was the condition on the right. The development of the left side of the diaphragm is of a more complicated nature than that of the right, and therefore congenital defect ia more likely to occur on the left side. Of Bayne-Jones's forty-five cases thirty-six were men, eight were women, and in one the sex was not mentioned.
The condition usually causes no symptoms, many of the cases being accidentally discovered by X-ray examination, or at a surgical operation, or post mortem. The physical signs in the present case are typical.
After excluding such conditions as effusion, localized pneumothorax, subphrenic abscess, or excavation of the lung, a differential diagnosis must be made from paralysis and hernia of the diaphragm. Unilateral paralysis is usually due to trauma, and so we expect a history of injury, but there is no such history here. With paralysis of the phrenic nerve the movements of the lower ribs are increased, and the diaphragm is sucked into the thorax during inspiration. In this patient the movement of the diaphragm is normal, though restricted. Hernia may be congenital or acquired. Both forms are commoner on the left side than on the right, the congenital for developmental reasons and the acquired on account of the greater frequency of the right-handed stab-wound. In both varieties of hernia the lung is collapsed, the contour of the diaphragm is irregular, and the abdominal viscera are inside the thorax. d There seems no reason to doubt this being a congenital eventration of the diaphragm. I do not think it was responsible for the patient's pain, which was probably rheumatic.
Dr. J. WALTER CARR (President) said he could not help reflecting how easy was the diagnosis of such a condition to-day in comparison with the time before the discovery of X-rays.
The latter had spoilt, from an academnic point of view, a most interesting discussion on the probabilities of what this case might have been without their aid. Certainly a variety of opinions would have been expressed. He recalled a case he saw many years ago in hospital.
A man had been admitted after a buffer smash. He (the speaker) was asked to examine his chest, as unusual signs were present. He was very ill, and a complete examination was impossible; it was before X-ray days. At the left base there was a large area of hyperresonance and great displacement of the heart to the right. With considerable confidencewhich he thought was justified by the history of the accident-he diagnosed traumatic pneumothorax. The man died a day or two later, and it was found that the diaphragm was ruptured and the stomach in the thoracic cavity. The stomach, filled with air, gave the physical signs which he regarded as diagnostic of a pneumothorax. Now by X-ray examination a correct diagnosis would be made at once.
Carcinoma in the Male
aged 55, first noticed a hard lump in his right breast a month ago, but thought it was of no importance as it was not painful.
A few days ago, while washing, he felt another small lump in his right axilla. This was also painless and caused him no inconvenience. However he saw his doctor because of a cold and quite casually told him about the lumps. His doctor examined him and sent him to hospital for treatment.
Examination shows a tumour in the right breast the size of a small hen's egg. It is hard, nodular and attached to the skin but not to the deeper structures. The axillary glands are enlarged but not fixed.
One of the characteristic features seen in carcinoma of the male breast is non-retraction of the nipple. In the cases formerly recorded it was noted that though there was definite carcinoma in the breast, retraction of the nipple was very unusual. In every such case the glands in the axilla have been very hard and large.
In this patient the axillary glands are larger than the primary growth. He has suffered from this carcinoma for a long time.
The only treatment is a radical excision of the breast and axillary glands, and deep X-ray therapy subsequently.
The ratio of carcinoma in the breast of males to that of females is very small indeed.
Discussion.-Dr. HUGH STANNUS said that one of the patients with tabes whom he showed at the last meeting of the Section (p. 42) had a carcinoma of the male breast as well.
In his case, also, there was no retraction of the nipple, but there was only one enlarged gland in the axilla, about the size of a hazel nut. The lump in the breast had been noticed a little over a year.
Dr. H. AWROUNIN said he had recently seen a man who had a carcinoma of his breast removed four years ago, and at that time no glands could be felt in the axilla. After removal of the carcinoma the man seemed well until four months ago, when he began to spit blood.
Physical signs of secondary lung deposits were absent, and X-ray examination was negative.
A month ago the man returned to hospital, and though there were no physical signs in the chest, the X-rays showed deposits in both lungs. There were recurrences also in the scar of the former operation wound. There were still no enlarged glands in the axilla. of vomiting which lasted one week. During the attack there was pain in the lower part of the abdomen. There have been three such attacks during the last two years. Headache nearly every day for five years-across the eyes, a pressing feeling on top of the head, and " like wires in the back of the head." Pain in the back for four or five days at a time, usually associated with the vomiting. Fears operation and dreads being tuberculous. Depressed at times; often irritable. As long as she can remember has had difficulty in saying words. Since childhood difficulty in holding water when excited. Menstruation scanty, occurring every two months for the past four years; before that normal.
Juvenile Tabes Dorsalis with Negative Wassermann Reaction in
Previous History.-Sore throats. She has been to a number of tuberculosis dispensaries to make sure that she is not tuberculous.
Family Commentary.-The combination of bilateral Argyll-Robertson pupils, which are unequal, with the absence of kneeand ankle-jerks indicates a clinical diagnosis of tabes dorsalis. The absence of any degree of ataxia and of deep analgesia is in favour of the juvenile form of tabes, in which such symptoms are unusual. An additional factor present is the bilateral pes cavus. The point that would seem against a diagnosis of tabes dorsalis is that both the blood and the cerebro-spinal
